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Documents Reminder: You can send information along with your appeal request form
Based on the answers you provided in your appeal request form, the documents listed below might be necessary for your appeal. Documents can be sent in along with appeal request form. If you do not submit documents, or if the Appeals Center needs other documents, then they will contact you to request the required information.
Note: Please keep your original document(s) and send us a copy with your appeal request.
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Instructions to help you complete the  Marketplace Eligibility Appeal Request 
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Use this form to request an appeal
To learn more about Marketplace appeals, visit HealthCare.gov/marketplace-appeals
If you have an immediate need for health services and a delay could seriously jeopardize your health, you can ask for an expedited (faster) appeal review.  (See Step 5)
El formulario para apelar la elegibilidad del Mercado está disponible en español. Para más información visite, CuidadoDeSalud.gov/es/marketplace-appeals.
To appeal Small Business Health Options Program (SHOP) eligibility, visit HealthCare.gov/marketplace-appeals/shop-decisions.
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Time frame to request an appeal
If you are appealing a determination from the Health Insurance Marketplace, you generally have 90 days of the date on your Marketplace eligibility notice to request an appeal.
If the Health Insurance Marketplace denied your request for an exemption from paying the fee for not having health coverage, you generally have 90 days of the date on your Marketplace eligibility notice to request an appeal.  (If you live in Connecticut, you must file your appeal with your State-based Marketplace).
If you requested an appeal through your State-based Marketplace and you disagree with its decision or you disagree with its denial of your request to vacate a dismissal of your appeal, you must submit your appeal request within 30 days from the date on your State-based Marketplace notice.
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How to submit this form
Enter your information directly, then print your completed form. Or, print a blank form to fill in by hand using black or dark blue ink.
Sign the completed form and mail together with any supporting documents to:
Health Insurance Marketplace 
Attn: Appeals 
465 Industrial Blvd. 
London, KY 40750-0061 
You may also fax the form and documents to a secure fax line: 1-877-369-0130.
You’ll receive all future correspondence about this appeal from the Marketplace Appeals Center. The Marketplace Appeals Center is different from the Health Insurance Marketplace. 
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What happens  next?
1. We’ll send you a notice letting you know that we received your appeal request.
If there’s a problem, like if it’s missing information or we need clarification, we’ll
tell you what’s missing and how you can provide additional information.
2. We’ll review your appeal, including all documentation you have provided. We
may contact you to request additional information or to discuss your appeal.
3. We may ask if you want to resolve your appeal informally. If you’re satisfied with your informal resolution, you’ll get an informal resolution decision in the mail.
4. If you’re not satisfied with your informal resolution, you can ask us to schedule
a hearing for your appeal. Most hearings are held over the phone. If you don’t
attend your hearing, your appeal will be dismissed.
5. After your hearing, you’ll get a final appeal decision.
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Additional help
Language assistance services
If you need help with your appeal in a language other than English, you have the right to get information in your language at no cost. Call the Marketplace Appeals Center at 1-855-231-1751. Hours of operation are Monday through Friday, 7:30 a.m. to 8:30 p.m. Eastern Time (ET).
Accessibility
To request appeal forms and notices in an alternate format like braille, large print, data CD, audio CD, or to request a qualified reader, you can call the Marketplace Appeals Center at 1-855-231-1751. TTY users can call 1-855-739-2231. Hours of operation are Monday through Friday, 7:30 a.m. to 8:30 p.m. Eastern Time (ET). You can also make a request in writing by fax (1-877-360-0130) or mail (Marketplace Appeals Center, P.O. Box 311, Pittston, PA 18640). Accommodations are provided at no cost to you.
To submit your appeal request, see “How to submit this form” on page 1 of these instructions.  
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Choose an authorized representative 
You have the right to choose an authorized representative to help you with your appeal. This is a trusted person who has your permission to talk with us about your appeal, see your information, and act for you on matters related to your appeal, including getting information about you and signing your appeal request on your behalf.
To appoint an authorized representative, complete and mail the form “Appoint an authorized representative for my appeal,” available at HealthCare.gov/marketplace-appeals/getting-help. You can also call the Marketplace Appeals Center to request this form. Even if you already completed an authorized representative form for your Marketplace application, you need to complete an additional form for your appeal. 
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Questions
If your state isn’t listed above, or to learn more about your appeal, call the Marketplace Appeals Center at 1-855-231-1751. TTY users can call 1-855-739-2231. Our hours of operations are Monday through Friday, 7:30 a.m. to 8:30 p.m. Eastern Time (ET). 
Paperwork Reduction Act Disclosure Statement
According to the Paperwork Reduction Act of 1995 (PRA), no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1213. The time required to complete this information collection is estimated to average 1 hour per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. **CMS Disclaimer** Please do not send applications, claims, payments, medical records or any documents containing sensitive information to the PRA Reports Clearance Office. Please note that any correspondence not pertaining to the information collection burden approved under the associated OMB control number listed on this form will not be reviewed, forwarded, or retained. If you have questions or concerns regarding where to submit your documents, please contact the Marketplace Appeals Center. 
Privacy and Use of Your Information
The Marketplace protects the privacy and security of information about you that you’ve provided. To view the Privacy Act Statement, go to HealthCare.gov/individual-privacy-act-statement. We’re authorized to collect the information on this form and any supporting documentation, including Social Security numbers, under the Patient Protection and Affordable Care Act (Public Law No. 111–148), as amended by the Health Care and Education Reconciliation Act of 2010 (Public Law No. 111–152), implementing regulations in 45 CFR part 155, subpart F, and the Social Security Act. For more information about the privacy and security of your information, visit HealthCare.gov/privacy.
Nondiscrimination
The Health Insurance Marketplace doesn’t exclude, deny benefits to, or otherwise discriminate against any person on the basis of race, color, national origin, disability, sex, or age. If you think you’ve been discriminated against or treated unfairly for any of these reasons, you can file a complaint with the Department of Health and Human Services, Office for Civil Rights by calling 1-800-368-1019 (TTY: 1-800-537-7697), visiting hhs.gov/ocr/civilrights/complaints, or writing to the Office for Civil Rights, U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201. 
To help the Marketplace Appeals Center process your appeal, refer to the table below about the types of documents to submit with your appeal request. Submit copies and not original documents, since your original documents won’t be returned. Write your first and last name on any documents you send with your appeal request.
 
You can send documents either:
 
By mail: Send your documents to this address:
Marketplace Appeals Center
P.O. Box 311
Pittston, PA  18640
 
By fax: Include a cover sheet with your first and last name, and fax your information to our secure fax line at 1-877-369-0129. 
Reason you are appealing
Examples of supporting documents to include with your appeal request 
You lost financial assistance for your Marketplace coverage because the Marketplace told you that you didn’t submit documents proving your household income.
• Tax returns (e.g. 1040, 1040A, 1040EZ)
• Pay stubs, W-2s, or 1099s
• Self-employment ledgers (including the name of the person earning the income, the company’s name, the dates for which the income is received, and the net amount of profit or loss)
• Social security benefits statements
You lost financial assistance for your Marketplace coverage because the Marketplace told you that you didn’t submit documents proving that you were ineligible for other types of health coverage.
• Medicaid – letter from your state’s Medicaid agency or Children’s Health Insurance Program (CHIP) stating you are not eligible for Medicaid or CHIP
• Department of Veterans Affairs (VA) – letter from VA stating you are not enrolled in health coverage
• Employer coverage (including COBRA) – letter from health insurance company or employer stating you were ineligible or showing termination information 
• TRICARE – letter from Department of Defense Health Agency stating you are not eligible for health coverage
• Peace Corps – letter from Peace Corps stating you are not eligible for health coverage
• Medicare –  letter from the Centers for Medicare & Medicaid Services (CMS) or Social Security Administration (SSA) stating you are not eligible for Medicare
You lost your coverage because the Marketplace told you that you didn’t submit documents proving your citizenship or immigration status.
• Permanent Resident Card (I-551)
• Employment Authorization Card (I-766)
• United States and Unexpired Foreign Passports
• Driver’s Licenses or State ID along with US Birth Certificate
• Notice of Action (I-797)
• Departure Record (I-94)
• Certificate of Citizenship (N-560/N-561)
• American Indian Card (I-872)
• School records showing the child’s name and U.S. place of birth along with a school photograph ID
The Marketplace told you that you weren’t eligible to enroll in or change plans through the Marketplace outside of an open enrollment period.
The reason you believe you should be allowed to enroll is because you:
• Lost or are losing coverage – letter from the insurance company, or the agency which administered the insurance, showing the last day of coverage
• Were denied Medicaid or Children’s Health Insurance Program (CHIP) – denial or termination letter from your state’s Medicaid agency
• Got married – marriage certificate, marriage license, or signed affidavit
• Had a baby, adopted a child, or placed a child for foster care – birth certificate, hospital records, adoption certificate, child support order, or court order
• Had a permanent move – driver’s license, state ID, lease agreement, mortgage payment receipt, or utility bill
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Marketplace Eligibility Appeal Request
STEP 1: Tell us about the person who’s requesting 
this appeal (also called the “appellant”).
Enter your information directly, then print and sign your completed form.
1. First Name
Middle Name
Last Name
Mailing Address
Apartment or suite number
City
State
ZIP code
Daytime phone number
Date of Birth (mm/dd/yyyy)
If other members of your household are appealing, provide their names and dates of birth below.  Note: The outcome of an appeal could change the eligibility of other members of your household, even if they don’t appeal their own eligibility determinations.
#
First Name  
Middle Name  
Last Name 
Date of birth 
(mm/dd/yyyy)    
STEP 2: Electronic reminders.
Do you want to get email or text message reminders and updates about your appeal from the Marketplace Appeals Center?  If so, please select preferred communication method (notifications will not contain personal health information).
Get appeal reminders by:
Mobile Number:
For electronic reminders privacy information please visit healthcare.gov/privacy
Email Address:
STEP 3: Tell us why you’re appealing.
What’s the date of the notice you are appealing? (mm/dd/yyyy)
What’s the Application ID # (printed on the first page of the notice you’re appealing)?
Select each appeal reason that applies to you or someone in your household.
Generally, you may appeal the following determinations. Check all that apply. 
For more information about what you can appeal, visit HealthCare.gov/marketplace-appeals. 
Select each appeal reason that applies to you or someone in your household.
Marketplace determined that I wasn’t eligible for coverage.
I had coverage but lost it because, according to the Marketplace, I didn’t submit documentation proving my citizenship or immigration status.
I lost financial assistance for my Marketplace coverage, also called advance payments of the premium tax credit or cost-sharing reductions.
I was eligible for financial assistance but lost it because, according to the Marketplace, I didn’t submit documentation proving my household income.
I expect my household income to be the same this year as it was last year.
I have documents that reflect my current household income.
I receive income from a job.
I am self-employed.
I receive Social Security benefits.
My household income is difficult to predict or prove for this year.
I was eligible for financial assistance but lost it because, according to the Marketplace, I didn’t submit documentation about:
Eligibility for coverage from Medicaid or the Children’s Health Insurance Program (CHIP)
Enrollment in health coverage from the Department of Veterans Affairs (VA)
Eligibility for Medicare
Eligibility for TRICARE
Enrollment in COBRA
Eligibility for coverage from the Peace Corps
I was eligible for financial assistance but lost it because, according to the Marketplace, I am enrolled in Medicaid or the Children’s Health Insurance Program (CHIP) in my state.
I was eligible for financial assistance but lost it because, according to the Marketplace, I am enrolled in, or have access to, employer-sponsored coverage.
I disagree with the amount of financial assistance (advance payments of the premium tax credit or cost-sharing reductions) that I was found eligible for.
The amount of financial assistance I get changed because, according to the Marketplace, I didn’t submit documentation proving my household income.
I expect my household income to be the same this year as it was last year.
I have documents that reflect my current household income.
I receive income from a job.
I am self-employed.
I receive Social Security benefits.
My household income is difficult to predict or prove for this year.
I disagree with the amount of financial assistance I was found eligible for, but I answered no to the above options, I will explain more in Step 4 below.
Marketplace determined that I wasn’t eligible to enroll in or change plans through the Marketplace outside of an open enrollment period.
I believe I am eligible for this special enrollment period because I lost health insurance.
I lost my health coverage through my employer or the employer of a family member.
I lost my COBRA continuation coverage.
I lost my eligibility for Medicaid or the Children’s Health Insurance Program (CHIP).
I lost eligibility for Medicare.
I believe I am eligible for this special enrollment period because I was denied Medicaid or the Children’s Health Insurance Program (CHIP) coverage.
I believe I am eligible for this special enrollment period because I experienced a change in household size. 
I got married.
I had a baby, adopted a child, or placed a child for foster care.
I believe I am eligible for this special enrollment period because I had a permanent move. 
When did you move?
I believe I am eligible for this special enrollment period for a reason that is not listed.
I disagree with the outcome of an appeal I filed through my State-based Marketplace.
I disagree with the decision that my State-based Marketplace made about my eligibility appeal. 
What is the date of the decision that you received from your State-based Marketplace?
What is the appeal number for your State-based Marketplace appeal?
My State-based Marketplace dismissed my appeal and then denied my request to vacate its dismissal. 
What is the date of the notice which denied your request to vacate your state appeal’s dismissal? 
What is the appeal number for your State-based Marketplace appeal?
What is the appeal number for your State-based Marketplace appeal?
I applied for an exemption from the fee for not having health coverage and the Marketplace said that I did not qualify for an exemption. (Note: If you live in Connecticut, then this type of appeal must be filed with your State-based Marketplace).
Marketplace determined that I wasn’t eligible for Medicaid or the Children’s Health Insurance Program (CHIP). (Note: In your state, the Medicaid or CHIP program may have another name. Visit HealthCare.gov/downloads/state-programs.pdf for contact information and a list of state program names if you want to contact your state about your appeals process.)
I would like to have my appeal of my denial of Medicaid eligibility heard by the Marketplace Appeals Center, which is the appeals entity for the Health Insurance Marketplace.
I would like to have my appeal of my denial of Medicaid eligibility heard by my state Medicaid Agency.
The Marketplace Appeals Center will forward this request to your state agency.  (In Wyoming, contact Kid Care CHIP to appeal your eligibility for this program.)
Marketplace didn’t provide a timely eligibility determination after I applied for coverage.
Enter the date of your application, if available (mm/dd/yyyy)
Enter the date of your application, if available (mm/dd/yyyy):
If you didn't select a reason for your appeal, please provide information about your appeal in Step 4.
STEP 4: Tell us more about why you’re requesting this appeal.
Please tell us why you believe that you are eligible for this special enrollment period.
Please tell us why you believe you should be eligible for an exemption.
Please tell us why you disagree with the decision that your State-based Marketplace made to deny your request to reopen your appeal.
Please tell us why you disagree with the decision that your State-based Marketplace made about your eligibility appeal.
If you’re including documents to support your request, send us one copy of each of your documents.  Keep all original documents.
STEP 5: Ask for a faster appeal if you need one.
If you have an immediate need for health services, and a delay could seriously jeopardize your life, health, or ability to attain, maintain, or retain maximum function, you can ask for an expedited (faster) appeal review.
Explain the reason you need an expedited appeal. Write the reason for this request in the space below. If you’re including documents to support your request, send us one copy of each of your documents. Keep all original documents.
STEP 6: Signature
This information applies for all individuals signing below who are 18 or older.
Your approval to let the Marketplace share federal tax information and Social Security Administration information for use during an appeal. 
During your appeal, we may need to share with you or your authorized representative the information the Marketplace used to determine your eligibility. This information might include employment income information from a consumer reporting agency, information about income you receive from the Social Security Administration, and federal tax information from the Internal Revenue Service about members of your household, including information from your last filed federal income tax return. The Marketplace can’t share federal income tax information or monthly and annual Social Security Benefit information under Title II of the Social Security Act from the Social Security Administration to an authorized representative or other individuals without your consent. Sign below to give your consent.
I understand by completing, signing, and dating below, I authorize the Marketplace to disclose to the individuals, whose signatures are provided below as well as any authorized representative, any federal tax information in my eligibility record which was provided by the Internal Revenue Service. I also consent to the release by the Marketplace of my monthly and annual Social Security Benefit information under Title II of the Social Security Act to these same individuals along with other information in my Marketplace eligibility record, collected based on the application I filled out (or was completed for me) or that listed me as a household member, and from other data sources like income and employment verification from a consumer reporting agency that were used to make the Marketplace eligibility determination. 
 
I understand I can request a copy of my Marketplace eligibility appeal record during the appeals process.
 
Each adult member of the household must consent to the disclosure of his or her own federal tax information and also consent to the release of monthly and annual Social Security Benefit information under Title II of the Social Security Act by signing below.
 
The authorization is valid until the earlier of:
• The resolution of the appeal; or
• My written notification that I want any or all of my authorized representatives removed from this appeal. 
 
I’m signing this form under penalty of perjury, which means I’ve provided true answers to all the questions, and I’ve answered to the best of my knowledge. I know that I may be subject to penalties under federal law if I provide false information. 
Signature
1. First Name, Middle Name, Last Name
Signature
Date (mm/dd/yyyy)
Signatures of everyone you listed in Step 1 who’s 18 and older
. First Name, Middle Name, Last Name
Signature
Date (mm/dd/yyyy)
Signatures of any other household members listed on the application for Marketplace coverage 
Even if they’re not included in this appeal, each adult member of the household who’s 18 and older must consent to the disclosure of his or her own federal tax information and also consent to the release of monthly and annual Social Security Benefit information under Title II of the Social Security Act by signing below.
 Printed name (First Name, Middle Name, Last Name)
Signature 
Date (mm/dd/yyyy)
Printed name (First Name, Middle Name, Last Name)
Signature 
Date (mm/dd/yyyy)
Printed name (First Name, Middle Name, Last Name)
Signature 
Date (mm/dd/yyyy)
 Printed name (First Name, Middle Name, Last Name)
Signature 
Date (mm/dd/yyyy)
Please include documents proving your citizenship or immigration status with your appeal request.
If you’re a U.S. citizen or U.S. national, you need only one document from the first list below to prove U.S. citizenship or nationality. Acceptable documents include:
 
•  American Indian Card (I-872) 
•  Certificate of Naturalization (N-550/N-570) 
•  Certificate of Citizenship (N-560/N-561)
•  Certificate Statement from a U.S. Consular Official verifying an individual is a U.S. citizen
•  Evidence showing foreign born in the Canal Zone or Republic of Panama
•  Evidence showing foreign born to a U.S. citizen parent(s)
•  Machine Readable Immigrant Visa (MRIV) showing a category code of IR3 or IH3 
•  United States (U.S.) Passport 
If you’re a U.S. citizen or U.S. national, but you don’t have any of the acceptable documents listed above, you need to send in two acceptable documents, one from each of the lists below:
Send in one document from this list:
And one document from this list:
 
•  Certification of Report of Birth (DS-1350)
•  Certification of Birth Abroad (FS-545)
•  Consular Report of Birth Abroad (FS-240, CRBA)
•  U.S. Citizen Identification Card (I-197 or the prior version I-179)
•  Northern Mariana Card (I-873)
•  Final adoption decree showing the person’s name and U.S. place of birth
•  Statement from Adoption Agency showing the person’s name and U.S. place of birth on agency letterhead and agency contact information
•  Military record showing a U.S. place of birth 
•  Religious record showing U.S. place of birth recorded in the U.S.
•  School record showing the child’s name and U.S. place of birth
•  Documentation of a foreign-born adopted child who received automatic U.S. citizenship (IR3 or IH3)
•  U.S. Civil Service Employment Record showing employment before June 1, 1976
•  U.S. medical record from clinic, hospital, physician, midwife, or institution showing place of birth
•  U.S. life, health or other insurance showing place of birth 
 
•  Driver's license issued by a State or Territory or Identification card issued by the Federal, State, or local government
•  School identification card with photograph of individual
•  U.S. military card or draft record or military dependent’s identification card
•  U.S. Coast Guard Merchant Mariner card
•  Voter Registration Card
•  For children under 19, a clinic, doctor, hospital, or school record, including preschool or daycare records showing name, date of birth, and place of birth
•  Two documents containing consistent information about an applicant’s identity, such as employer IDs, high school and college diplomas, marriage certificates, divorce decrees, property deeds or titles
 
 
These documents must have a photograph or other information such as name, age, sex, race, height, weight, eye color, or address.
 
Documents to prove your immigration status:
If you have eligible immigration status, send us your most recent immigration document that shows your current immigration status. Acceptable documents include:
 
•  Permanent Resident Card, “Green Card” (I-551)
•  Reentry Permit (I-327)
•  Refugee Travel Document (I-571)
•  Employment Authorization Card (I-766)
•  Machine Readable Immigrant Visa (with temporary I-551 language)
•  Temporary I-551 Stamp (on passport or I-94/I-94A)
•  Arrival/Departure Record (I-94/I-94A)
•  Arrival/Departure Record in foreign passport (I-94)
•  Unexpired Foreign Passport
•  Certificate of Eligibility for Nonimmigrant Student Status (I-20)
•  Certificate of Eligibility for Exchange Visitor Status (DS-2019)
•  Notice of Action (I-797)
•  Document indicating membership in a federally recognized Indian tribe or American Indian born in Canada
•  Office of Refugee Resettlement (ORR) eligibility letter (if under 18)
•  Resident of American Samoa Card
Please include documents which reflect your income from last year with your appeal request.
Tax Documentation
•  Federal Tax returns (e.g. 1040, 1040A, 1040EZ)
•  State Tax Returns 
Please include documents which reflect your current household income with your appeal request.
Tax Documentation
•  Tax returns (e.g. 1040, 1040A, 1040EZ)
Wages and Tax Statements
•  Pay stubs
•  W-2s
•  1099s
Social Security
•  Document or letter from Social Security Administration (SSA) confirming yearly and average monthly income, 
•  Social Security benefits statement
Unemployment
•  Letter from government agency for unemployment benefits
Other Income or Financial Documents
•  Annuities
•  Rental income lease agreement,
•  Letter from employer confirming an individual’s annual and average monthly income (on company letterhead)
•  Most recent quarterly or year-to-date profit and loss statement
•  Pension from any government or private source
•  Self-employment ledger listing the household member who earns self-employment income, the company’s name (if applicable), the dates for which this income will be received (beginning and end dates), and the net amount of profit or loss
Please include documents which reflect your current earnings with your appeal request.
Wages and Tax Statements
•  Pay stubs
•  W-2s
•  1099s
Please include documents which reflect your current self-employment income with your appeal request.
Self-Employment Ledger
A self-employment ledger providing the following information:
•  The household member who earns self-employment income,
•  The company’s name (if applicable),
•  The dates for which this income will be received (beginning and end dates), and
•  The net amount of profit or loss.
Please include documents which reflect your current Social Security benefits with your appeal request.
Social Security
•  Document or letter from Social Security Administration (SSA) confirming yearly and average monthly income, 
•  Social Security benefits statement
Please include a letter estimating your income for this year with your appeal request.
Send us a written letter
 
*Applies only for providing proof of household income for the current plan year.
If you are unable to provide the documents listed above to prove your yearly household income, you may submit a letter explaining why you are unable to submit documents. In your letter, you must include the following information for each household member: 
 
•  Who earns income in your household
•  Where that income comes from
•  How much income they currently get and expect to get this year
•  How often they receive this income (e.g., weekly, monthly, one-time payment)
Please include documents proving you weren’t eligible for Medicaid and/or Children’s Health Insurance Program (CHIP) with your appeal request.
•  Termination letter from your state’s Medicaid agency (must contain the agency’s letterhead) or health insurance company (must contain company’s letterhead) stating termination information
•  Letter or statement from your state’s Medicaid program or Children’s Health Insurance Program (CHIP) (must contain the agency’s letterhead) stating that you are not eligible for Medicaid or CHIP
Note: You need to send us proof that you weren’t enrolled in or didn’t have access to other minimum essential health coverage through Medicaid and/or CHIP at the time you received the eligibility determination you’re appealing. If you are eligible for minimum essential health coverage through Medicaid or CHIP and choose to seek coverage through the Marketplace, you will not be eligible for subsidies, even if you voluntarily terminate Medicaid or CHIP coverage or do not enroll in Medicaid or CHIP coverage.
Please include documents proving you weren’t enrolled in health coverage from the Department of Veterans Affairs (VA) with your appeal request.
•  Termination letter from health insurance company (must contain company’s letterhead) stating termination information
•  Letter from Department of Veterans Affairs (VA) stating that you are not enrolled in health coverage
Note: You need to send us proof that you weren’t enrolled in other minimum essential health coverage through the Department of Veterans Affairs (VA) at the time that you received the eligibility determination you’re appealing.
Please include documents proving you weren’t eligible for coverage through TRICARE with your appeal request.
•  Termination letter from health insurance company (must contain company’s letterhead) stating termination information 
•  Letter from Department of Defense Health Agency stating that you are not eligible for health coverage
Note: You need to send us proof that you didn’t have access to other minimum essential health coverage through TRICARE at the time you received the eligibility determination you are appealing. If you are eligible for minimum essential health coverage through TRICARE and choose to seek coverage through the Marketplace, you will not be eligible for subsidies, even if you voluntarily terminate TRICARE coverage or do not enroll in TRICARE coverage.
Please include documents proving you weren’t eligible for coverage through COBRA with your appeal request.
•  Termination letter from health insurance company (must contain company’s letterhead) stating termination information
Note: You need to send us proof that you weren’t enrolled in other minimum essential health coverage through COBRA at the time that you received the eligibility determination you’re appealing. 
Please include documents proving you weren’t eligible for coverage through the Peace Corps with your appeal request.
•  Termination letter from health insurance company (must contain company’s letterhead) stating termination information
•  Letter from Peace Corps stating that you are not eligible for health coverage
Note: You need to send us proof that you didn’t have access to other minimum essential health coverage through the Peace Corps at the time that you received the eligibility determination you’re appealing. If you are eligible for minimum essential health coverage through the Peace Corps and choose to seek coverage through the Marketplace, you will not be eligible for subsidies, even if you voluntarily terminate Peace Corps coverage or do not enroll in Peace Corps coverage.
Please include documents proving that you gained a dependent when you got married with your appeal request.
•  A marriage certificate, marriage license, or a signed affidavit.  Please also submit documentation proving that you or your spouse had healthcare coverage prior to getting married.
Please include documents proving that you had a baby, adopted a child, or placed a child for foster care with your appeal request.
Submit one of the following documents to show that you gained a dependent:
•  A birth certificate
•  An application for the birth certificate
•  A copy of hospital records
•  Documents from your insurance issuer
•  An adoption certificate
•  A child support order
•  A court order
•  Government issued documents showing that you newly gained a dependent
Column: Required documentation, Row: All income types, A copy of your most recent federal income tax return, Form 1040, if your income and deductions listed on this application are similar to your last tax return.
Column: Required documentation, Row: All income types, A copy of your most recent federal income tax return, Form 1040, if your income and deductions listed on this application are similar to your last tax return.
Note: Please keep your original document(s) and send us a copy.
Please include documents proving that you had a permanent move with your appeal request.
Submit one of the following documents to show that you had a permanent move:
•  Driver’s license
•  State ID
•  Lease agreement
•  Mortgage payment receipt
•  Mortgage deed showing primary residency
•  School enrollment documentation
•  Utility bill
•  Government mail, such as a Social Security Administration statement
 
Also, please submit a written statement including your previous address and the date you moved and documentation showing you had health coverage before you moved. 
Please include documents showing that you lost your health coverage from your employer (or a family member’s employer) with your appeal request.
•  Certificate or notice from the insurance company that shows your last day of coverage
•  Document from your employer or COBRA that shows your last day of coverage or states your coverage is ending 
Please include documents proving you weren’t eligible for Medicare with your appeal request.
•  Termination letter from health insurance company (must contain company’s letterhead) stating termination information
•  Letter or statement from the Centers for Medicare & Medicaid Services (CMS) or Social Security Administration (SSA) showing that you are not eligible for Medicare or that your Medicare has ended or is about to end
Note: You need to send us proof that you didn't have access to other minimum essential health coverage through Medicare at the time you received the eligibility determination you are appealing. If you are eligible for minimum essential health coverage through Medicare and choose to seek coverage through the Marketplace, you will not be eligible for subsidies, even if you voluntarily terminate Medicare coverage or do not enroll in Medicare coverage. 
Please include documents proving you lost your health coverage (due to divorce) with your appeal request.
•  Divorce papers showing that your healthcare coverage is ending due to divorce
Please include documents proving you lost or were losing coverage through COBRA with your appeal request.
•  Certificate or notice from your health insurance company (must contain company’s letterhead) stating termination information
•  Letter from your former employer (must include company’s letterhead) stating your COBRA coverage is ending
•  Document showing your COBRA premiums are increasing because your employer stopped making contributions
Please include documents proving you lost or were losing Medicaid and/or Children’s Health Insurance Program (CHIP) with your appeal request.  
•  Termination letter from your state’s Medicaid agency (must contain the agency’s letterhead) or health insurance company (must contain company’s letterhead) stating termination information
•  Letter or statement from your state’s Medicaid agency or CHIP (must contain the agency’s letterhead) stating that you are not eligible for Medicaid or CHIP
Please include documents proving you lost or were losing Medicare with your appeal request. 
•  Certificate or notice from your health insurance company (must contain company’s letterhead) stating termination information
•  Letter or statement from the Centers for Medicare & Medicaid Services (CMS) or Social Security Administration (SSA) showing that you are not eligible for Medicare or that your Medicare has ended or is about to end 
How to submit this form Enter your information directly, then print your completed form. Or, print a blank form to fill in by hand using black or dark blue ink.
Sign the completed form and mail to:
Health Insurance Marketplace  Attn: Appeals 465 Industrial Blvd. London, KY 40750-0061
You may also fax the form to a secure fax line: 1-877-369-0130.
You'll receive all future correspondence about this appeal from the Marketplace Appeals Center. The Marketplace Appeals Center is different from the Health Insurance Marketplace. 
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